History
He gave a past history of abacterial urethritis in 1941, followed by conjunctivitis and pain in the left buttock and hip. These symptoms resolved over the course of 6 weeks. In 1956 he had intermittent low back pain and an attack of abacterial haemorrhagic cystitis. He was then well until 1963 when he developed lumbar pain, followed by a recurrence of non-specific urethritis and conjunctivitis together with arthritis involving the left knee and shoulder, the right great toe, and the proximal interphalangeal joint of the right little finger. At this time his heart was clinically and electrocardiographically normal. He had no bacteriological evidence of gonorrhoea, and serological tests for syphilis and tests for the rheumatoid factor were negative. The antistreptolysin-O titre and serum uric acid level were normal.
He was treated with prednisolone and tetracycline, and the symptoms resolved in the course of 14 weeks.
Since 1963 he had had no recurrence of arthritis, urethritis, or conjunctivitis. He had no past history of rheumatic fever.
On February 2, 1970, he presented with severe exertional dyspnoea and on admission to the Keighley Victoria Hospital was found to have aortic incompetence. An electrocardiogram revealed complete heart block and idioventricular rhythm at a rate of 66/min. (Fig. 1) . He was treated with digoxin 0-25 mg. twice daily, and Frusemide 40 mg. daily, after which he improved. Subsequent electrocardiograms revealed first-degree heart block (P-R interval 0-48 sec.) with left bundle branch block (Fig. 2) followed by second-degree heart block (Wenkebach type) with left bundle branch block (Fig. 3) (Fig. 4) . (Fig. 5 ).
1.4.70 First-degree heart block and left bundle branch block (Fig. 6 ).
Discussion
This patient had a history of the characteristic triad of abacterial urethritis, conjunctivitis, and arthritis consistent with Reiter's syndrome, on two occasions. There was no history of rheumatic fever, and serological tests for syphilis have been consistently negative. A cardiac lesion was not in evidence until February, 1970 . On the basis of the evidence available, we feel confident that the aortic incompetence is a direct result of the aortitis of Reiter's disease. The long latent period between the first episode of Reiter's disease and the appearance of aortic incompetence seems to be characteristic. In those cases which have been fully documented, this interval has varied between 4 and 31 years (Csonka and others, 1961; Rodnan and others, 1964) . The electrocardiographic changes in Reiter's disease are usually transient, lasting for only a few weeks, and are seen in association with the more characteristic manifestations. In a few patients, however, ECG changes have persisted. When ECG changes are seen, these are usually those of impaired atrioventricular conduction, the commonest being prolongation of the PR interval (Csonka and others, 1963; Paronen, 1948; Feiring, 1946) . Higher grades of heart block are extremely rare. Seconddegree heart block of the Wenkebach type has been reported by Warthin (1948) , and complete heart block by Trier (1950) ; the second patient of Rodnan and others (1964) developed complete heart block transiently, and he also had transient atrial fibrillation and atrial flutter, but there was also evidence of myocardial infarction which could have been responsible for these disturbances of rhythm.
Left bundle branch block and right bundle branch block have each been reported on one occasion, by Toone and others (1959) and Weinberger, Ropes, Kulka, and Bauer (1962) respectively. Other ECG abnormalities which have been encountered are widening of the QRS complex (Paronen, 1948; Hall and Finegold, 1953) , and T-wave inversion (Paronen, 1948; Warthin, 1948) .
ST segment elevation of pericarditis, with or without clinical evidence, has been described by Csonka and others (1961) , Paronen (1948) , and Mayne (1955) .
We feel that the case described above is of interest in view of the fact that aortic incompetence and myocarditis, as evidenced by a changing electrocardiographic pattern from complete heart block through second-degree heart block to firstdegree heart block, with intermittent left bundle branch block, and a raised erythrocyte sedimentation rate, were the sole active manifestations of Reiter's disease. The characteristic arthritic features had not been actively present for 7 years. 
Summary

